people with these disorders receives treatment (Wang et al. 2007 ). This gap is even greater for 196 people with low socio-economic status (SES) and those living in low-income countries (Steele et 197 al. 2007 ; Ormel et al. 2008 ) even adjusting for disorder severity (Mojtabai, 2010; Andrade et al. 198 2014).
199
It is less clear, though, whether these disparities are equally large across all service 200 sectors and all levels of disorder severity. We know that cross-national differences in treatment 201 rates are strongly influenced by healthcare spending (Lewer et al. 2015) and that probability of 202 receiving treatment is influenced by illness severity (Wang et al. 2007 ). We also know that 203 specialist mental health (SMH) treatment resources are scarcer than general medical and 204 nonmedical resources and that access to SMH treatment is often restricted through gatekeepers to 205 the most severe-complex cases (Thornicroft & Tansella, 2013) . It is less clear, though, how much 206 the association of SES with treatment varies with these other factors. SES might be more weakly 207 associated with treatment among severe cases or in the SMH sector due to access being driven 208 more by need than ability to pay. Alternatively, it might be that the association of SES with 209 treatment is stronger in these cases due to more stringent barriers associated with low-SES.
210
Research on more general patterns of healthcare utilization suggests that the latter is the case: 211 that is, that under-representation of low-SES individuals is more pronounced in the specialty 212 sector than general medical sector (Devaux & De Looper, 2012) , but this pattern might not hold 213 9 for mental disorders. Nor do we know how stable such a pattern is across countries, although 214 there is some evidence of cross-national differences in the association of SES with mental 215 disorder treatment (Kessler et al. 1997 
239
The samples were based on a multi-stage clustered area probability household design. imposed additional constraints by assuming that the 3-way and higher-order interactions among 350 disorders predicting treatment were subject to a constant multiplier that could be 1.0 (i.e., the odds (OR=2.0-2.9) followed by moderate disorders (OR=1.3-1.5) compared to mild disorders.
409

SES differences in treatment 410
The 4-category measures of respondent education and income were significantly 411 correlated with each other (polychoric correlation = 0.295, p = <.001; see Appendix p=.002). (Table 5 ) The significant association of income with SMH treatment in the total sample consistently associated with 12-month treatment than we had anticipated.
468
As noted in the introduction, we had expected to find the association of SES with 469 specialty treatment to increase with disorder severity to the extent that the restrictions on access 470 to specialty care were related to income but to decrease with disorder severity to the extent that 471 the restrictions were related to need for treatment. Agoraphobia (w/o panic disorder) 1.8* (1.4-2.2) 1.6* (1.2-2.1) 1.9* (1.5-2.5) 0.8 (0 Results are based on multivariable logistic regression models with dummy variables for survey and controls for the clinical variables in Table 2 as well as for respondent age, sex, and marital status. All respondents in the French survey were coded at the mean of education because education was not assessed in the French survey 
